This study was designed to test the effectiveness of the Dual Process Model (DPM) of coping with bereavement. The sample consisted of 298 recently widowed women (61%) and men age 50+ who participated in 14 weekly intervention sessions and also completed before (O1) and after (O2) selfadministered questionnaires. While the study also includes two additional follow-up assessments (O3 and O4) that cover up to 14-16 months bereaved, this article examines only O1 and O2 assessments. Based on random assignment, 128 persons attended traditional grief groups that focused on loss-orientation (LO) in the model and 170 persons participated in groups receiving both the LO and restoration-orientation (RO) coping (learning daily life skills). As expected, participants in DPM groups showed slightly higher *Funded by a grant from the National Institute on Aging (R01 AG023090). The content is solely the responsibility of the authors and does not necessarily represent the official views of the National Institute on Aging or the National Institutes of Health.
use of RO coping initially, but compared with LO group participants they improved at similar levels and reported similar high degrees of satisfaction with their participation (i.e., having their needs met and 98-100% indicating they were glad they participated. Even though DPM participants had six fewer LO sessions, they showed similar levels of LO improvement. Qualitative data indicate that the RO component of the DPM might be more effective if it is tailored and delivered individually.
In this article we present and describe the preliminary results of our intervention study based on the Dual Process Model (DPM) of coping with bereavement (Stroebe & Schut, 1999) . Our study compared the experiences of recently bereaved men and women age 50+ who received both of the DPM features (i.e., loss-orientation [LO] and restoration-orientation [RO] ) with others in a comparison group who received only the LO features in their intervention. There are three primary purposes of this article. First, we describe and compare the experiences and evaluations of those recently bereaved spouses/partners who participated in the two group conditions described above. Second, we examine the extent to which the LO and RO coping processes were enhanced by participating in each of the two study conditions, DPM treatment versus the comparison group. Third, and based on the findings of the above, we identify the most valuable and promising features of the DPM intervention for future research and practice.
While other articles in this special issue deal with different populations of bereaved persons, we focused exclusively with recently widowed men and women age 50+ regardless of the level of early coping difficulty. In other words, we did not select only those who were experiencing complicated or traumatic grief. Rather, we wanted to test the DPM with a broad representation of bereaved persons in mid and later life. Furthermore, although the larger study was designed to test the effectiveness of both study conditions in terms of various bereavement adjustment outcomes over time, these data will be analyzed in future manuscripts. Therefore, this report is focused on the early coping processes targeted by the intervention. The DPM describes loss-orientation and restoration-orientation as coping responses to two primary types of stressors that bereaved persons experience with each type of stress requiring specific types of coping behaviors and strategies. These processes, in turn, influence bereavement adjustment outcomes related to well-being. Lund, 1989; Lund & Caserta, 2002; Stroebe, Stroebe, & Hansson, 1993) . Although the long-term bereavement process is experienced with considerable variability, some common elements have included profound sadness, pining, depression, altered identity, negative health outcomes, loneliness, and the withdrawal of support networks. Additionally, there is evidence of considerable stress associated with the role changes that accompany widowhood, particularly those due to disruptions in life patterns and daily routine, taking on new unfamiliar tasks, and changes in social activities and relationships (Anderson & Dimond, 1995; Carr, 2004; Moss, Moss, & Hansson, 2001; Utz, Carr, Nesse, & Wortman, 2002; Utz, Reidy, Carr, Nesse, & Wortman, 2004) . Persons overwhelmed or preoccupied with grief often neglect their own nutrition, fail to exercise regularly, discontinue physical and social activities that they previously did as a married couple, and become more accident prone from paying less attention to their personal safety (Johnson, 2002; Quandt, McDonald, Arcury, Bell, & Vitolins, 2000; Schone & Weinick 1998; Shahar, Schultz, Shahar, & Wing, 2001) . The loss of a spouse or partner can be disruptive to existing health care practices, as well as interfere with the adoption of new healthy behaviors (Chen, Gill, & Prigerson, 2005; Pienta & Franks, 2006; Powers & Wampold, 1994; Rosenbloom & Whittington, 1993; Williams, 2004) .
Spouse/partner bereavement can adversely impact the performance of daily living tasks that are essential for health and independent functioning. For example, meal planning and preparation, household maintenance, managing finances, as well as other tasks often go unattended by the surviving spouse if these tasks were primarily the responsibility of his or her deceased partner. Those who fail to acquire new skills to accomplish these tasks are at increased risk for long-term mental and physical health problems following widowhood (Carr, House, Kessler, Nesse, Sonnega, & Wortman, 2000; Lund, Caserta, Dimond, & Shaffer, 1989b; Stroebe & Schut, 1999; Utz, 2006; Wells & Kendig, 1997) .
While spouse or partner loss is often associated with a variety of disruptive and negative outcomes, research and theory also has focused on successful adaptation, resiliency, and personal growth among the bereaved (Boerner, Wortman, & Bonanno, 2005; Bonanno, 2004; Calhoun & Tedeschi, 2006; Caserta, Lund, Utz, & de Vries, 2009; Dutton & Zisook, 2005; Lund, Utz, Caserta, & de Vries, 2008; Montpetit, Bergeman, Bisconti, & Rausch, 2006; Ong, Bergeman, & Bisconti, 2004; O'Rourke, 2004; Wilcox, Evenson, Aragaki, Wassertheil-Smoller, Mouton, & Loevinger, 2003; Znoj, 2006) . Several conceptual models have emerged to describe these disruptive processes and outcomes-most notably Worden's (2002) "tasks of grief" and other more general stress and coping models (Lazarus & Folkman, 1984) . These approaches, however, pay little attention to other concurrent restorative processes (i.e., in addition to the LO processes) and potential positive consequences like opportunities for personal growth through learning, having new experiences and helping others (Doka & Martin, 2001; Lund, 1999; Lund et al., 2008) .
DUAL PROCESS MODEL OF COPING WITH BEREAVEMENT
The Dual Process Model (DPM) of coping with bereavement has emerged as a response to the limitations associated with earlier conceptual frameworks. While the first article in this special issue of Omega (Stroebe & Schut, 2010) presents an overview of and the latest developments regarding the DPM (Stroebe & Schut, 1999) , we provide a description of the key elements of the model, with particular attention to how it guided the development of our intervention and influenced the selection of our process and outcome measures.
The DPM identifies two concurrent types of stressors and coping processes. First, loss-orientation (LO) refers to the coping processes (including grief work) directly focused on the stress attributed to the loss itself, encompassing many of the grief-related feelings and behaviors that tend to dominate early but can re-emerge later and sporadically in the bereavement process. Second, restoration-orientation (RO) refers to those processes the bereaved use to cope with the secondary stressors that accompany new roles, identities, and challenges related to the new status as a widow, widower, or bereaved partner. These often include the need to master new tasks, make important decisions, meet new role expectations, and take greater self-care initiative. If RO progresses effectively, self-efficacy beliefs emerge and help facilitate greater confidence, independence, and autonomy needed to manage their daily lives (Caserta, 2003; Lund & Caserta, 2002; Utz, 2006) . Another desired outcome is a sense of personal growth as a result of becoming more independent and learning new skills (Calhoun & Tedeschi, 2006; Caserta et al., 2009; Dutton & Zisook, 2005; Schaefer & Moos, 2001) .
Another feature of the DPM is the need to take brief periods of respite from grieving itself, whether to address these new tasks or demands or to keep busy with diversionary or meaningful activities to help restore a sense of balance and well-being. There is evidence that engaging in physical activity, hobbies, volunteer projects, and other leisure activities, as well as socializing and being involved with others provides an important source of restoration and respite for the bereaved. As well, our previous research found a strong association between perceived competencies in tasks of daily living and more favorable adjustments to psycho-emotional aspects of grief (Lund, Caserta, & Dimond, 1989a) The RO coping process is amenable to intervention by focusing on self-efficacy, skills related to new unfamiliar tasks of daily living, self-care, and opportunities to engage in activities that provide brief periods of respite from grief.
What distinguishes the DPM from the other more global stress and coping frameworks is the recognition that the bereaved will oscillate between the two coping processes (RO, LO) throughout the course of bereavement as demands arise in their daily lives, even on a moment to moment basis (Caserta & Lund, 2007; Richardson & Balaswamy, 2001; Stroebe & Schut, 1999) . In previous research, we identified and described several potentially important dimensions of "oscillation" (Caserta & Lund, 2007) , including the degree of balance, frequency, awareness, control, and intent of oscillation.
Although there have been exceptions (Caserta, Lund, & Obray, 2004; Caserta, Lund, & Rice, 1999) , most of the previous and current bereavement interventions focus primarily on emotional impacts of the loss itself (LO) and have rarely addressed the concurrent RO issues that the bereaved confront in their daily lives. Our intervention, based on the DPM provides coping assistance directed at both the LO and RO components and encourages the oscillation between them by alternating attention to them in group sessions/meetings.
THE DPM-BASED INTERVENTION
We refer to this study as the "Living After Loss" (LAL) project; the name was chosen as a way to identify the program to the research participants and community professionals without sounding too academic or theoretical. We designed the LAL study specifically to compare a DPM-based intervention (with both the LO and RO components) with the traditional support group format as the comparison group (which provides attention primarily to LO coping processes). We hypothesized that those in the DPM condition would have more positive and broadly based coping processes and outcomes than those who were in the LO only comparison condition. Our present analyses are focused on the DPM coping processes and not on the adjustment outcomes as those data are not yet available. Both the DPM and comparison conditions consisted of 14 weekly sessions, each about 90 minutes in length. Those in the DPM group had seven of 14 sessions devoted to RO issues, whereas all 14 sessions within the comparison group were solely loss-oriented in focus. The RO-focused sessions of the DPM condition were alternated with the LO-focused sessions to simulate the oscillation between the LO and RO coping processes. For those in the DPM groups, they had fewer LO sessions but the content for these sessions was the same as those in the LO only comparison groups. Table 1 provides a detailed description of the content and theoretical principles addressed in each of the 14 weekly sessions of the DPM intervention. Additional details about the intervention content and format are available upon request to the first author and/or in another publication (Lund, Caserta, de Vries, & Wright, 2004) .\
RESEARCH DESIGN AND SAMPLING PROCEDURES
Eligibility for the LAL project was restricted to widowed persons age 50 and older, whose spouse or partner had died within the previous 2-6 months, who were English speaking, and who were cognitively and physically able to complete questionnaires and participate in a 14-week group meeting. Participants •Homework: What is one new responsibility you want to do better?
Goal Setting and Personal Priorities
•How to take more control of the situation •Goal setting as a way to learn new skills and behaviors •Sharing ideas for success •How to "take a break" from grief; attending to one's personal needs
•Homework: Goal Setting-Do something nice for yourself.
•How to put own needs first •Dealing with loneliness •Coping with critical time periods (birthdays, anniversaries, holidays)
Self-Care and Health Care
•Meeting one's own health needs: To what extent was spouse a "partner" in health-related needs?
•How to utilize the health care system and service network effectively (immunizations, screenings, medication management, communicating with providers, local services and programs available).
•What do participants miss and not miss about spouse?
•Unfinished business also had to reside in one of the two study areas (San Francisco or Salt Lake City) for the duration of the group intervention. Potential participants were identified from death certificate data filed with local and federal health agencies. Names and addresses of the surviving spouses or partners, as well as information on the decedent, were included on the death records. Potential participants received an invitation letter roughly 3 months prior to the commencement of the groups. Then, approximately 5-7 days after the letters were mailed, a trained research assistant contacted them by telephone. The purpose of the call was to verify that they received the letter, that they met the study criteria, to address any questions about the study, and to solicit their preliminary agreement to participate. Those who were ineligible or not interested in participating received a list of available community-based resources related to bereavement. If all the eligibility criteria were met and the potential participant agreed, the RA made an appointment to conduct a home visit, in which informed consent was obtained and the baseline (O1) questionnaire was left for the participant to complete. Participants were randomly assigned in equivalent proportions to one of the two group interventions (DPM or Comparison).
All participants, regardless of their assigned study condition, completed selfadministered questionnaires largely consisting of background information and a variety of measures commonly used in bereavement research: Baseline (O1) data were collected prior to the intervention at 2-6 months of bereavement. Post-test (O2) occurred at the conclusion of the 14-week intervention period (at 5 to 9 months of bereavement) with the O3 assessment following 3 months later. The final data point (O4) was 6 months following O3, equivalent to 14-18 months after the loss. Participants received $25 per questionnaire, for a total of $100 if they completed all four waves of data collection. The average participant completed the O1 baseline questionnaire approximately 4 months (15.7 weeks) after the spouse's death, with some completing it as early as 5 weeks post-loss and some as late as 24 weeks post-loss. The group intervention commenced approximately 4.7 months post-loss, with a range of 2 to 7.5 months bereaved.
SAMPLE
A total of 328 widowed persons completed O1 questionnaires, but the analytic sample for this report includes the 298 participants who completed both the O1 (pre-test) and O2 (first post-intervention assessment). The most common reasons for attrition between O1 and O2 included: "I decided that the group was not for me," "My grief is too strong and I am unable to participate in group," or the participant decided that they "no longer wanted to participate in LAL" without specifying a reason. One participant died after he completed the baseline questionnaire, but before the groups started. Two participants experienced significant health declines just prior to the start of the group intervention, and a few others had to withdraw in order to take care of unexpected family emergencies.
Finally, the group leaders discovered that a few of the enrolled participants were not suitable for the group intervention due to cognitive impairment or significant hearing loss; they were asked to withdraw from the study.
Our analytic sample includes 61% women (n = 183) and 39% men (n = 115). The average age of our sample was 69.5 years (SD = 10.6), with a range of 50 to 93 years. Participants had been married or partnered for an average of 40.1 years (SD = 17.0). Our sample was quite educated: only 14% of the sample had a high school education or less; 41% had some college; and 45% had graduated from a college. The majority were Caucasian (87%), with 6% Asian, 4% African American, 2% Latino, and 1% other. Also, 10 participants (or 3% of the sample) had been in a same-sex union. A little more than half (58%) said they expected the spouse's death. Regarding financial status, 69% reported that they were "comfortable," 17% said "more than adequate," and 14% said that it was "not very good." A little more than half of the participants (n = 170 or 57%) were assigned to the DPM condition, while 128 (43%) were assigned to the LO condition. The number of weekly intervention sessions attended was the same for those in the LO and DPM conditions, with an average of 11.03 sessions (SD = 3.3).
MEASURES
DPM coping processes were measured by the Inventory of Daily Widowed Life (IDWL; Caserta & Lund, 2007) , consisting of 22 Likert-format items that inquire into how much time during the past week the respondents spent on loss-oriented activities (e.g., "Thinking about how much I miss my spouse;" "Feeling a bond with my spouse") and restoration-oriented activities (e.g., "Finding ways to keep busy or occupied;" "Took some time away from grieving for my spouse"). Eleven loss-orientation items and 11 restoration-orientation items were identified largely from Stroebe and Schut's (1999) description of the types of instances that would fall into each category. Construct validity has been established for both subscales (Caserta & Lund, 2007) . LO and RO subscale scores were calculated by summing the identified items (on scales from 1 "rarely or not at all" to 4 "almost always," each subscale ranging from 11 to 44), with lower scores indicating less LO or RO coping and higher scores indicating more LO or RO coping. Both subscales range from 11 to 44 and have high internal consistency (LO subscale, alpha = .91; RO subscale, alpha = .73).
Oscillation balance or the degree to which the participants engaged in equal amounts of both processes was calculated by subtracting their total LO score from their total RO score (RO minus LO). Hence, the balance score can range from -33 (exclusively loss-orientation focus) to +33 (exclusively focused on restoration-orientation). A score equal to 0 indicates perfect balance between the two processes.
In addition to examining the extent to which the participants were engaging in loss-and restoration-oriented coping processes, we also were interested in knowing to what extent they were consciously aware of where they were focusing their attention. Consequently, the participants were requested to respond to two additional items that asked, "During the past week, to what extent have you focused your attention on issues related to grief, emotions, and feelings regarding your loss?" to measure if they were aware of their engagement in loss-orientation, and to what extent they focused on "new responsibilities, activities, and time away from grieving" as a way to measure awareness of their own restorationoriented coping. Both items were measured on a scale from 1-5 with 1 indicating very little and 5 a great deal.
Participants' Assessment of Group Sessions
At the O2 measurement, the participants completed a series of items that inquired into how well they believe they learned or understood each of the topics covered in the group meetings (ranging from 1 [not at all well] to 5 [very well]) and to what extent they were applying what they learned in their daily lives (1 = not at all; 5 = almost always). Each of the items corresponded to the content depicted in Table 1 . There were 11 items related to loss-oriented aspects of coping with grief and loss that were completed by participants in both study conditions. Those in the DPM treatment group completed 11 additional items that represented the content addressed in the seven RO sessions. The participants also completed a checklist to indicate if they sought additional information outside the group meetings on any of the topics that were covered in their weekly sessions as well as an open-ended item where they were given the opportunity to identify any topics they wish were addressed but were not. We also compared the participants in both groups on items related to their motivation to attend group meetings (ranging from 1 = very little to 5 = very much), the extent to which their needs were met by their participation (ranging from 1 = not at all to 5 = very well), and whether or not they were glad they had participated (yes or no).
RESULTS

Participants' Assessment of Their Group Experiences and Content Exposure
Our first interest was in identifying how well participants learned or understood and were applying in their daily lives those intervention topics related to grief (LO sessions). We also compared the responses of participants in both study conditions. There were no statistically significant differences between DPM and comparison participants on their assessments of grief-related topics. The top five grief topics (based on 1-5 ratings) for "how much was learned" for both the DPM and LO participants were in the same rank order and with mean scores ranging from 4.0 to 4.5. They were:
1. Experience of grief is unique to each person; 2. Understanding the need to grieve; 3. How grief affects everyday functioning; 4. Understanding what grief is; and 5. Expectations about how and when to grieve.
With respect to how much they were applying what they learned in their daily lives, participants in both study conditions had the same top five answers (based on 1-5 ratings) and nearly in the same order with the highest ones being "Experiences of grief is unique," "Understanding the need to grieve," "Using humor as a way to cope with loss," "How grief affects everyday functioning," and "Dealing with challenges assuming new responsibilities." The mean scores on these items ranged from 3.8 (new responsibilities) to 4.2 (grief is unique).
Furthermore, no statistically significant differences were found between those in the two study conditions regarding their motivation to attend meetings or the percentages reporting they were glad they participated. Most participants had very favorable ratings of the program. Regarding motivation for attending, both groups had mean scores of 4.2 (1-5 scales). Ninety-nine percent of those in the comparison condition and 95% in the DPM condition said they were glad they participated. In short, there were far more similarities between those in the DPM and comparison group condition than there were differences and most participants, regardless of group condition, were very favorable about what they had learned and were applying, their motivation levels to attend meetings, and being glad they had participated.
For those in the DPM condition, the top five restoration-oriented skills that they learned and applied in their daily lives were the same. The highest rated RO topic was "Taking responsibility for health needs" followed by "Maintaining clean and safe home," "Keeping home and auto in good repair," "Avoiding scams and fraud," and "Managing finances and budget." Participants gave average ratings ranging from 4.1 to 4.2 on all five of these topics. Two other skill topics with high scores for "what was learned" included "Nutrition for one" and "Insurance and legal matters." There were eight RO skill topics for which notable proportions of DPM participants indicated they sought additional information beyond what they learned in the group sessions. These were "Insurance and legal matters" (35%), "Taking responsibility for health needs" (29%), "Setting personal goals" (29%), "Managing finances and budget" (27%), "Trying new things" (27%), "Nutrition for one" (24%), "Leisure, social and volunteer activities" (24%), and "Keeping home and auto in good repair" (23%). One interpretation of these data is that the RO sessions stimulated the interest of many participants in these topics as well as many persons recognized the need for them to learn more than what could be covered during the sessions.
The participants also were asked, "Are there any topics you wish were covered but were not?" Very few comparison group participants indicated whether there was anything about which they would have liked to learn more but those in DPM groups gave many suggestions, including learning about new relationships, sprinkling systems, hobbies, driving, computers, cooking, books, making television recordings, working cameras, art, and spiritual issues. These responses might suggest that having participated in RO types of group sessions during the intervention stimulated their thinking about other topics and skills of interest which would be a positive outcome according to the Dual Process Model.
Participants' Engagement in LO and RO Coping Process
Our next interest was to examine the extent to which the DPM intervention was enhancing LO and RO coping processes by comparing the participants in the DPM condition with those in the comparison group. Recall that we expected those in both study groups to be similar to each other regarding LO coping from O1 (prior to the intervention) to O2 (assessed within 2-4 weeks after the intervention) because all participants received intervention content devoted to LO coping. However, we expected those in the DPM condition to show greater gains in RO coping because the comparison group focused on loss-oriented issues without any deliberate attempt to foster restoration-orientation. Figure 1 shows the mean scores for both study groups at O1 and O2 using the IDWL subscales described earlier. The mean scores for both groups show a statistically significant decline in LO coping from O1 to O2 (p < .001) which is consistent with the Dual Process Model in that LO coping gradually subsides while RO coping tends to increase over time. The decline in LO coping, however, was independent of study condition as indicated by the failure of the group by time interaction to attain statistical significance. This could be interpreted as a positive outcome of the DPM intervention in that similar decrements were noted regarding LO coping even though DPM participants received overall less attention in their intervention to LO coping because they had fewer sessions devoted to those issues. Figure 2 shows the mean scores for the two study conditions regarding O1 to O2 changes in RO coping. Those who were in the DPM condition were expected to show greater gains in RO coping than the comparison group condition because they had half of their intervention sessions devoted to restoration-oriented issues. The data show that while those in the DPM condition did show greater gains in RO coping, those in the comparison group showed some gains as well. Therefore, both groups changed over time (p < .05) but there was no statistically significant group by time effect.
The overall decline in the use of LO coping and increase use of RO coping among the participants is further reflected in the change in oscillation balance scores from O1 to O2, illustrated in Figure 3 . Participants in both groups were fairly balanced between both processes at baseline but moved to a greater focus on restoration-oriented coping by the time the weekly sessions ended (p < .001).
Although mean balance scores at O2 were further away from 0 than they were at the baseline assessment, the score values were of a magnitude that indicates that loss-oriented coping was still occurring at O2 for participants in both study conditions. At the same time, a trend appeared to be emerging (although not statistically significant) in which those in the DPM condition were beginning to invest more effort into RO (versus LO) coping, than the comparison group. Figure 4 shows that those in both group conditions had similar LO coping awareness scores at O1, and consistent with the model were consciously aware that they were devoting less attention to loss-oriented issues by the O2 assessment. The significant group by time interaction (p < .05) however, indicates that this awareness was greater among those in the DPM treatment group. Alternatively and somewhat unexpectedly, we found that participants in both conditions were showing greater awareness of RO coping from O1 to O2. Although there is a statistically significant overall increase in RO awareness (p < .001), both groups changed in a parallel fashion (see Figure 5) . It may be possible that even those in the comparison condition were learning new skills and engaging in RO coping without having intervention sessions specifically devoted to these issues. Indeed, there were informal suggestions from participants, and the research assistants who attended sessions reported that some participants encouraged each other to seek assistance with restoration-oriented activities. While we expected to find stronger and more positive effects for the DPM intervention, even with using only the O1 and O2 data, the open-ended questions in the self-administered questionnaires did offer some further explanations and insights. We wanted to obtain information regarding any criticisms that the DPM participants might have had so we asked them if they had any suggestions for how we could improve on the intervention. The following quotes provide some potential reasons for why we find only modest support in favor of the DPM condition. "Some sessions of little or no value-could just give us written material," "Guest speakers not among my needs or interests," "Did not enjoy guest speakers, maybe use only half of the meeting time," "Guest speakers weren't helpful or interesting," "Some presentations/speakers did not have enough time," "Need a doctor as a speaker," "Some speakers communicated as though we were totally inexperienced-wrong assumptions," "Least effective were guest speakers," "Speakers did not have enough time-rushed and couldn't ask questions," "Instructors were poor use of time," "Needed better tips on house cleaning," "Needed more info on low cost medical insurance," "More help with financial matters, but everyone's situation is different," "Needed more guest speakers," "Less speakers," "Ask group for other specific topics," "More knowledgeable speakers on autos and home services." In short, these comments suggest that providing RO coping in group situations may not be the ideal way to provide what is most needed. Some participants saw the RO sessions as disruptions to the attention to loss-oriented issues from the previous week, others were not satisfied because their individual RO needs were not met in terms of the topics selected, the levels of knowledge, and/or the limited time available.
CONCLUSION AND DISCUSSION
There are three primary conclusions of this investigation. First, regarding nearly all measures of motivation and satisfaction with the intervention processes, individuals in both conditions were highly favorable about their participation. These participants were quite pleased with having their needs met and with what they were learning and applying to their daily lives, and were feeling glad they had participated. Although this provides satisfaction for us in the design and implementation of the intervention, it may also signal the natural benefits of group interventions and the related opportunities to speak and hear from others about the loss of a spouse or life partner. Second, although participant satisfaction was high, we identified only modest positive support for the DPM intervention versus the traditional bereavement support format represented by the comparison group condition. Those in both study conditions were engaging in similar LO coping even though the DPM group had fewer sessions devoted to it. However, although engagement in LO coping was similar for both groups, those in the DPM condition more consciously perceived themselves as engaging in less LO coping by the time the weekly sessions ended compared to those in the comparison group. Also, it appears that the comparison group participants were engaging in some RO coping even though they were not receiving an intervention targeted toward those processes. It is possible they could have learned new skills, for instance, from other sources like friends, family members, or elsewhere in the community, perhaps out of necessity Utz, 2006) . In a few instances as well, our group leaders occasionally reported to us that restoration-oriented issues were unintentionally raised at times by comparison group participants in the course of the weekly sessions. This potentially initiated some group discussion related to any issue that was raised as well as attention to restoration-oriented activity on the part of some outside the context of the group. Consequently, people in both group conditions were improving with respect to LO and RO coping from O1 to O2. This could suggest that nearly all bereaved persons might eventually deal with restoration-oriented stressors and engage in some restoration-oriented coping.
The above conclusion is particularly interesting in light of how the sessions were sequenced within the DPM treatment group. Focusing the early sessions on loss-orientation and the latter ones on restoration-orientation was intended to approximate the intent of the dual process model (Stroebe & Schut, 1999) . We now recognize, however, that this a potentially artificial approximation as it appears that RO does tend to occur to some extent early on. Furthermore, our recent work with the IDWL suggested that in some instances an "unbalanced" oscillation favoring greater restoration-orientation, independent of how long one was bereaved, was associated with better outcomes. A greater emphasis on RO was not equivalent with avoidance in that grief, depression and loneliness levels tended to be lower when this occurred (Caserta & Lund, 2007) . Consequently, we argue that how much emphasis on both LO and RO processes is optimal throughout the bereavement trajectory still needs to be investigated and developed further. While we hope to begin to address this as we examine the long-term impact of the DPM treatment on outcomes, we believe that future intervention designs, as discussed below, should consider tailoring the sequencing and content of bereavement interventions to be more responsive to the unique situations and needs of each participant. This brings us to our third primary conclusion. While additional data and analyses are certainly needed in order to provide a more comprehensive test of the DPM intervention in terms of bereavement adjustment outcomes over time, it is clear at this point that at least some of the participants might benefit more from an individually targeted and delivered RO coping intervention. This comment is particularly supported by the openended data revealing the range and type of topics DPM participants identified as wanting to be covered.
There is sufficient evidence from the qualitative reports included in this article as well as from comments made from our group leaders during our project meetings when the intervention was being delivered that there were problems and limitations due to providing an RO intervention in group settings. We have learned that, for some participants, they felt that the RO sessions interrupted the continuity or flow from one week's meeting to the next. For example, when one meeting ended with a discussion of someone's specific problem, the group was unable to continue that discussion the next week because an RO expert was scheduled to talk about an already identified RO coping topic. Also, it is clear that for some participants, the RO group sessions did not always address their most pressing needs, or specific sessions were not targeted at their specific level of knowledge or skill, or the sessions were too brief. Even preferences for speaker styles were mentioned as problematic for some participants. Our decisions about which topics to include were based on previous studies Lund et al., 1989) , but, our present intervention involves different participants with differences in specific needs.
While we remain confident that the DPM as a conceptual framework holds considerable promise for future research, education, and practice, we need additional data to refine and modify the ways in which we make use of the model. It may be likely that the optimal way to deliver the RO feature is to do so with a targeted, tailored, and individually delivered format so that each bereaved person identifies the RO skills that are most needed, selects the format in which they learn the new skills, and in a way that fits their schedule and desired outcome with the least interference. Other bereavement researchers, educators, and clinicians have suggested more individualized interventions (Breen & O'Connor, 2007; Hooyman & Kramer, 2006; Hughes, 1995; Richardson, 2007; Utz, 2006; Worden, 2002) . We realize that grief support groups offer valuable opportunities to bereaved persons who like that type of format but it should be possible to provide RO interventions simultaneously to these groups and do so with more individualized formats and with more flexible sequencing.
With the addition of O3 and O4 data we will not only gain an improved understanding of how the intervention may have enhanced LO and RO coping processes, we will be able to assess the extent to which the expected changes in bereavement adjustment outcomes were achieved. Also, oscillation between the two coping processes is obviously the least well developed feature of the DPM but has considerable promise in facilitating more positive adjustment outcomes. We suggest that those who are prepared to, more aware of, and able to control their oscillation will be more adaptable to meet the changing needs and demands of the complex and long-term nature of bereavement. Future interventions should be targeted toward enhancing oscillation as a coping strategy. We also remain excited about using theoretically-based interventions to help those who are in the greatest need and have the most desire to receive assistance, knowing that not everyone will require sophisticated and expert interventions. We have learned that many bereaved persons are quite resilient and find ways to manage many difficult life transitions (Arbuckle & de Vries, 1995; Caserta et al., 2009; Carr, 2004; Richardson, 2007; Schaefer & Moos, 2001) .
